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was more adherent. Before proceeding any further a small
incision was made into the peritoneum at the lower angle of
the wound to ascertain the condition of the left appendages,
which were found to be perfectly healthy. The process
of stripping off the peritoneum was then continued
till the swelling or rather fulness which had been felt
was fully exposed. It proved to be the considerably
thickened and dilated ovarian vein. By very gentle
manipulation the vein was separated from the ureter to
which it was firmly adherent and traced upwards to its
entrance into the renal vein ; about half an inch below the
renal vein two ligatures were passed round the ovarian vein
and the vessel was divided between them. The vein was
then cleared in the lower part of the wound till its whole
course was fully exposed from its exit from the broad ligament
to the point of division. The vein was now slit open and a
foetid mass of softened thrombus was removed from its

interior ; several small accumulations of pus which had formed
in the thrombotic mass were evacuated. There was hardly
any bleeding. The large wound was then well washed out
with sterilised water, a few sutures were put in at the lower
and at the upper angle, and the rest of the cavity was
lightly plugged with iodoform gauze.
The effect of the operation was quite surprising. No more

rigors occurred. On the evening of the operation and on the
following evening the temperature was still 101&deg;, but from
that time it remained normal. The large wound healed
slowly but without any mishap and the general condition
improved very rapidly. From Feb 5th she was able to leave
her bed and early in March, the wound having completely
healed, she left hospital strong and well.

I will admit at once that it was an exceptional circum-
stance in this case that only one of the four large venous
trunks coming from the uterus was affected, and it is hardly
to be expected that many cases will be equally favourable.
In my case I did not expose and tie the internal iliac vein,
since a careful examination under an anaesthetic had failed
to detect thrombosis or accumulation of pus in the pelvis ;
but if I had thought it desirable to ligature the internal iliac
vein it would have been easily accessible from the wound
which would only have required some prolongation in a
downward and inward direction. Another favourable coin-
cidence was the slight fulness which was noticed in the left
inguinal region by which the site of the lesion was indicated.
Where this symptom is absent I would not hesitate to expose
the ovarian vein on both sides.
The operation itself should offer no particular difficulties,

except perhaps in very stout women ; if only the incision is
of sufficient length the ovarian vein can easily be reached ;
in clearing the vein great gentleness is necessary, so that no
fresh thrombi may become detached and carried away into
the circulation. The ligature of the central end should be
done first and should be applied as high up as possible. The
most radical treatment would then be the excision of the
whole venous trunk, but where this is difficult on account of
adhesions to the surrounding structures it is sufficient to
incise the vein in its fml length and to clear away all pus
and decomposed thrombi ; in this case the wound would
naturally have to be left open to heal by second intention.
Where total excision has been feasible and the septic
material from the vein has not come into contact with the
surface exposed there is, of course, no reason why the wound
should not be closed completely.

I am well aware that the publication of one isolated
successful case of this kind is of comparatively little value
and that a great deal more practical experience is required
before this method may claim an assured place in surgery.
But puerperal pysemia is rare now and a long time may pass
before the individual surgeon has an opportunity to collect
more experience in this operation. I therefore think that I
am justified in publishing the details of this one case which
may encourage surgeons to a more active treatment in this
otherwise practically hopeless class of cases.
Finsbury-square, E.C.

HEALTH OF ILFRACOMBE.&mdash;Dr. E. J. Slade-Kirg,
the medical officer of health ot the Ilfracombem ban district,
in his annual report for 1902, which has just been issued,
states that curing the year the general death-rate was 13’3
per 10 0, but exctnrting non-residents it wai- 11 3 per 1000.
The birth-rate wa- 16 22 per 1000. The infant m rtality per
1000 birth" was 78-5.

AN EXAMPLE OF DIRECT INFECTION
IN TYPHOID FEVER.

BY P. HORTON-SMITH, M.D. CANTAB., F.R.C.P. LOND.,
ASSISTANT PHYSICIAN TO THE METROPOLITAN HOSPITAL AND TO THE

HOSPITAL FOR CONSUMPTION AND DISEASES OF THE CHEST,
BROMPTON.

THE part played by personal infection in the spread of
typhoid fever has hardly yet received at the hands of the
profession at large the attention which it deserves. Never-

theless, in our fever hospitals, as Dr. E. W. Goodall and Dr.
F. Foord Caiger and others have shown, it is by no means
infrequent for nurses thus to acquire the disease, while

among our poor, where overcrowding is rife and where the
mother has both to prepare the food for the family as well
as to nurse the sick, direct infection is common. In his

valuable Milroy Lecture on Typhoid Fever, delivered last

year before the Royal College of Physicians of London, these
points were insisted upon by Dr. W. H. Corfield,l and I

may here therefore merely again recall the result obtained by
Dr. Alfred Hill of Birmingham,2 who in one year traced
one-seventh of all the cases of typhoid fever in the city of
Birmingham to this source. Dr. J. Niven of Manchester has
also obtained a very similar result. Nevertheless, this factor
in the spread of typhoid fever has hardly yet obtained

general acceptance, and the publication of the following
striking instances may not, therefore, be without value.
Certain of the patients were under my care at the Metro-
politan Hospital. For the notes of the other cases I am
indebted to my colleagues on the staff of that hospital, and
to Dr. H. E. Cuff, medical superintendent of the North-
Eastern Fever Hospital, Dr. L. T. Fraser Bryett, medical
officer of health of Shoreditch, and Dr. H. Meredith Richards,
medical officer of health of the county borough of Croydon,
I am also indebted for kindly information. To all 1 desire
to express my hearty thanks.
The family in which the epidemic here dealt with

originated consisted of father, mother, three daughters, and
two sons. All were attacked and two of the daughters died.
They occupied three rooms in a house not far from the

Metropolitan Hospital, consisting of a kitchen and living
room on the ground floor and two bedrooms above. The
first case being undiagnosed, no attempt whatever was made at
isolation and no precautions were taken to prevent the spread
of the disease. As we shall see, the little epidemic was
limited to this house and those connected with it, there being
no typhoid fever in the immediately surrounding neighbour-
hood. The first person attacked was a daughter, aged 15
years, who sickened during the latter part of the second
week in September. Her illness, which was thought to be
tuberculous ulceration of the intestine, consisted in fever,
prostration, vomiting, great diarrhcea, and towards the end
delirium, the evacuations being passed under her. She died
on Oct. 15th, and in the light of subsequent events there can
be no doubt that her illness was typhoid fever. She was
buried on the 20th. A few days before her death one of her
sisters, a child aged eight years, who had been sleeping with
her during a part of her illness and even towards the end
was occasionally laid upon her bed, began to ail. On the
23rd this patient was taken to the Metropolitan Hospital
and was found to be suffering from typhoid fever

( I spots "). She was certified and was admitted into the
North-Eastern Fever Hospital. At about the same time also
the mother, aged 35 years, who had done most of the nursing,
began to sicken. On the 28th she attended at the Metro-
politan Hospital and Widal’s reaction proving positive she was
certified and was admitted into the Great Northern Central
Hospital. On Oct. 19th one of the sons, aged 11 years,
began to be languid and to have anorexia and headache.
On the 25th " spots " were present and he was admitted into
the Metropolitan Hospital. The next person attacked was
an aunt, aged 23 years, who had gone early in October to

1 Milroy Lectures, 1902, pp. 133-135. At the commencement
of his first lecture Dr. Corfield advances cogent reasons for
retaining the term "typhoid fever" as opposed to the more modern
term "enteric " With this desire I am in cordial agreement, and
would recall that another argument for retaining the old name is the
occurrence of instances of typhoid fever without intestinal lesion. In
such cases the term " enteric " is a misnomer.
2 See the writer’s Goulstonian Lectures, p. 103. London : Churchill,

1900.
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assist the family when the first case of illness occurred. In
addition to cooking she emptied the typhoid evacuations and
washed the soiled sheets and blankets of her niece. It is
not therefore hard to see how she was infected. On Nov. 5th
she came to my out-patient department at the Metropolitan
Hospital, having been ill for two or three weeks, and saying
that she believed that she had caught typhoid fever. On the

following day the Widal reaction proving positive she was
admitted. On Nov. 2nd the father, aged 36 years, began to
complain of headache and nausea. On the 7th I saw him at
the hospital and admitted him. The Widal reaction was

positive and he had a typical attack of typhoid fever
followed by a relapse.
The incubation period of typhoid fever being from 11 to

14 or 15 days (sometimes longer) we may assume that the
daughter who was the subject of the second case, the
mother, the son, and the aunt were all infected through the
first patient, no attempt at isolation having been made, and
the aunt having emptied the evacuations, washed the soiled
linen, and also prepared the food. The father may have
been infected from this patient or from some other member
of the family before the removal of fsuch member to the
hospital. The outbreak, however, did not stop here. On
Oct. 20th the second son, aged eight years, on the day of his
sister’s funeral had been sent to stay with an aunt at

Croydon. On the 23rd he began to ail and was sent to the
Croydon Hospital. His exposure to infection not being
known he was thought to be suffering merely from
" dyspepsia." His blood, however, examined on Nov. 21st,
was found to give a "fairly complete reaction within one
hour," while a month later no reaction at all could be
obtained. As we shall see this was probably a very mild
case of typhoid fever which directly infected the two

succeeding ones. Next, on Nov. 12th, a boy, aged 13 years,
a cousin of the last-mentioned patient and living in the same
house, was taken ill. His symptoms at first suggested
influenza but diarrhoea developing later typhoid fever was
suspected. His blood was tested on Dec. 21st and the Widal
reaction proved positive. Lastly, on Nov. 17th the third
sister, aged one year and four months, and the only member
of the family as yet unaffected, was attacked. She had been
removed from Haggerston to her aunt’s house at Croydon on
Oct. 28th, whither her brother, the subject of the seventh
case, had preceded her. On Nov. 17th she was suddenly
taken ill and on the following day she was admitted into
the Metropolitan Hospital where she died on Dec. 10th from
typhoid fever.
The sequence of events in the last three cases is not quite

so clear as in the earlier ones. But Dr. Meredith Richards,
who has kindly given me all information after going fully
into the matter, concludes as follows :-
On Nov. 21st I was inclined to disregard the reaction noted in the

case of the boy [for details see below, Case 7] and was not aware

that there had been any illness in the family. In the light of
subsequent events I am now disposed to consider that the attack of
dyspepsia for which the boy attended the hospital from Oct. 23rd
to Nov. 27th was really extremely mild typhoid, and that he infected
his cousin who was taken ill on Nov. 12th as well as his sister who was
attacked on Nov. 17th. Of course it is possible that the sister was
infected in London, but as she left home on Oct. 28th. and was well
until Nov. 17th, this hypothesis does not seem as plausible as the
former.

This conclusion seems justified by the facts, especially if
we remember that the partial Widal reaction noticed in the
seventh case on Nov. 21st had disappeared a month later,
and that with no special prevalence of typhoid fever at

Croydon at the time4 other sources of infection are rendered
unlikely.
Such then are the facts dealing with this little epidemic.

They point so closely to direct infection that any other

hypothesis seems to be unlikely. Typhoid fever was not
prevalent in Haggerston at the time, as the following extract
from a letter kindly written to me by Dr. Fraser Bryett
proves. Writing on Nov. 14th he says:-

I have no knowledge of any other case of enteric fever in the district
immediately surrounding the house occupied by the - family and
have no reason for suspecting milk, water, or the sanitary arrange-
ments of the dwelling itself.

These sources of infection being excluded the little

epidemic must be regarded as a marked example of personal

3 Corfield : Loc. cit., p. 29.
4 Dr. Meredith Richards writes: "We had as usual very little

typhoid fever in Croydon last year and there were only 19 notified
cases in the whole town (population 137,917) during the fourth quarter.
None of these were associated in any way with the &mdash; family or were
in the same immediate neighbourhood."

infection in typhoid fever, every member of the family being
attacked and in addition two outsiders with whom the

patients were brought in contact. How the first patient
acquired the disease must remain unknown, but that the
succeeding cases were due to direct infection can hardly
admit of question. On Oct. 25th and again in November
the house was thoroughly disinfected and the bedding was
burnt. Though at once reoccupied no further cases of the
disease occurred.
The following is a brief outline of the clinical history of

the cases referred to.
CASE 1.-The patient was a girl, aged 15 years. In the

latter part of the second week in September she was observed
not to be in her usual health. During the third week she
went to Margate for five days but came back worse. On
Oct. lst she took to her bed, suffering from fever, prostration,
vomiting, and great diarrhoea. For a week before her death
she was light-headed and passed everything under her. She
died on Oct. 15th. The case being unrecognised no pre-
cautions were taken.
CASE 2.-A sister of the patient in the foregoing case,

aged eight years, began to ail a few days before the death
of the last patient, with whom she had slept during part
of her illness. On Oct. 16th she complained of headache
and sore-throat, on the 20th there was cough, and on the
22nd vomiting and diarrhoea supervened. She was taken
to the Metropolitan Hospital on the 23rd. The temperature
was 102&deg; F. and there were " spots " on the abdomen. The

patient was sent to the North-Eastern Fever Hospital. While
there, as Dr. Cuff has kindly informed me, she suffered from
a mild attack of typhoid fever followed by a mild relapse.
The temperature reached its normal point on Nov. 14th and
remained so. The patient did not suffer from diarrhoea.
The Widal reaction was positive. On Dec. 16th she was

discharged well.
CASE 3 -The mother of the above two patients, aged

35 years, began to suffer shortly before the death of her

daughter (Case 1) from lassitude, anorexia, and headache ;
later a little diarrhoea and abdominal pain occurred. When
seen at the Metropolitan Hospital on Oct. 28th tne tempera-
ture was 101&deg; F., the pulse was 120, and the respirations
were 32. The abdomen was full and one or two doubtful

"spots were seen. Widal’s reaction, 1 in 30, was positive
in half an hour and the patient was admitted into the Great
Northern Central Hospital. Here (so I have been kindly
informed through the courtesy of the medical staff) her
temperature remained high for several days and then it
gradually fell, reaching normal on Nov. 6th. It then rose

again, apparently in a relapse, reaching normal on Dec. lst
and remaining so. The patient had slight diarrhoea. On
Dec. 25th she was discharged well.
CASE 4.-A son of the last patient, aged 11 years, began

on Oct. 19th to be languid and to have anorexia and head-
ache, and on the 25th was taken to the Metropolitan Hos-
pital. The temperature was 102’7&deg; F. The spleen was

palpable and "spots " were present. The patient was
admitted under the care of Dr. A. Haig. He had a mild
attack (constipation), the temperature falling to normal by
Nov. 2nd. On Oct. 31st Widal’s reaction, 1 in 30, proved
positive in half an hour. From Nov. llth to 26th the
patient had a mild relapse but on Dec. 28th was discharged
well
CASE 5. -An aunt of the last patient, L3 years of age,

went at the end of the first week of October to assist the

family at the house where the foregoing cases occurred. On
Nov. 5th she came to my out-patient department, saying that
she had not been in good health for about three weeks and
that for the last three days she had been worse, suffering
from headache and abdominal pain. When seen her tempera-
ture was 101&deg; F. and her tongue was furred but she did not
look very ill. She herself diagnosed typhoid fever caught
from the other members of the family. On the 6th the

temperature was 101&deg; and the spleen was palpable but there
were no "spots." Widal’s reaction, 1 in 30, was positive in
ten minutes. She was admitted under the care of Dr. O. A.
Browne. The patient had a mild attack, her temperature
reaching normal on the 24th, after which she made an

uninterrupted recovery. Numerous spots developed when in
the hospital. Constipation was present. Th ugh she was
three months pregnant she did not abort. On Dec. 28th she
was discharged well.
CASE 6.-The husband of the patient in Case 3, aged 36

years, had been quite well till Nov. 2nd, when he complained
of headache and nausea and some abdominal pain. On the
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7th he went to the Metropolitan Hospital, himself diagnosing
typhoid fever. The temperature was 100&deg;F. ; there were no
"spots." On the 8th the temperature was 100-2&deg; and the
spleen was just palpable. He was admitted under my care.
On the 9th Widal’s reaction, 1 in 30, proved positive in ten
minutes. On the 12th Widal’s reaction, 1 in 100, was positive
in 20 minutes. The patient had a very mild attack (no
’’ spots " or constipation). The temperature reached normal
on the 15th, but immediately it began to rise again in a
short relapse. This lasted from Nov. 6th to Dec. lst (no
"spots" and no diarrhoea). On Jan. llth, 1903, he was
discharged well.
CASE 7..-A son of the last patient, aged eight years, was on

Oct. 20th taken to an aunt’s house at Croydon. On Oct. 23rd
he was ailing and was taken to the Croydon Hospital where
he attended as an out-patient. His connexion with cases
of typhoid fever not being known, he was thought to be

only suffering from dyspepsia. His aunt refused to take
him to the Metropolitan Hospital to be examined. On
Nov. 21st Dr. Meredith Richards having heard of his ex-

posure to infection examined the blood with the following
result: " 1 in 20, fairly complete agglutination ; 1 in 50,
slight ; 1 in 100, nil." On Dec. 25th the blood gave no
reaction at all. This case was in all probability one of
extremely mild typhoid fever and probably it was the source
of infection in the two following cases.
CASE 8.-The patient, a boy aged 13 years, living in the

same house as the last patient, was taken ill on Nov. 12th
with symptoms which suggested at first influenza. Later
diarrhoea developed and he was admitted to the Croydon IIsolation Hospital as suffering from typhoid fever. On
Dec. 21st, so Dr. Richards kindly informed me, Widal’s
reaction was as follows : 1 in 25, positive reaction in a

quarter of an hour ; 1 in 50, partial in one hour ; and 1 in
100, very feeble reaction in one hour. On the 24th Widal’s
reaction, 1 in 50, was positive in a quarter of an hour. The
boy had a very mild attack and completely recovered.
CASE 9.-The patient, a child, aged one year and four

months, a sister of the patients in Cases 1, 2, 4, and
7, was on’ Oct. 28th taken to her aunt’s house at

Croydon. On Nov. 17th she was suddenly taken ill with

shivering and vomiting and there was some diarrhoea. On
the 18th she was admitted to the Metropolitan Hospital under
the care of Dr. E. Cautley. The temperature was 102’ 8&deg; F. and
there was some bronchitis. No " spots " were visible and the
spleen could not be felt. On the 21st Widal’s reaction,
1 in 30, was negative. On the 22nd there was increased
bronchitis and the temperature was still high. A second
Widal’s reaction, 1 in 30, was negative. On the 28th
Widal’s reaction, 1 in 30, was positive in ten minutes. On
Dec. lst Widal’s reaction, 1 in 100, was positive in half an
hour. The child remained very ill with high temperature,
diarrhoea, and bronchitis. The spleen was never felt and no
" spots were seen. On the 8th there was discharge from the
left ear and on the 9th from the right ear. On the 10th the
temperature was 104&deg;&deg; and the patient, succumbed. No

post-mortem examination was permitted.
Devonshire-street, W.

A CASE OF

CONGENITAL PAROSTEAL SARCOMA IN
AN INFANT ARISING IN CONNEXION
WITH THE ACROMION PROCESS
OF THE LEFT SCAPULA;

REMOVAL; RECOVERY.1
BY HENRY J. CURTIS, B.S. LOND., F.R.C.S. ENG.,

SURGEON TO THE NORTH-EASTERN HOSPITAL FOR CHILDREN, HACKNEY-
ROAD, N.E.; ASSISTANT SURGEON TO THE ROYAL HOSPITAL FOR

CHILDREN AND WOMEN, WATERLOO BRIDGE-ROAD, S.E.

THE patient in this case was a male infant, aged five and
three-quarter months, with regard to whom there was no

family history of malignant disease or tuberculosis. As to

the possible influence of traumatism, it may be stated that no
instruments were required during delivery, labour being
perfectly normal.
At birth a tumour of the size of a small hen’s egg was

1 A paper read before the Society for the Study of Disease in
Children on March 20th, 1903. The tumour was shown and a

preliminary communication was made to the society on Feb. 20th, 1903.

noticed over the left shoulder, the skin covering it being
slightly red. The size of the tumour had rapidly increased
shortly before the child was admitted into the North-
Eastern Hospital for Children, Hackney-road, N.E., on

Dec. 31st, 1902, when five months old, and he was then
seen to be fairly well nourished. Whilst under observation
in the hospital for three weeks the swelling over the left
shoulder increased in size by one and a half inches from
before backwards, and by one inch in circumference. The
measurements which were taken two days before the opera-
tion showed a circumference of 11 inches and its length from
before backwards over the top to be nine inches. The tumour
formed for the most part a smooth rounded swellingi of
the size and shape of a rather large orange. Somewhat
constricted off from the main mass at the anterior and inner

(median) extremity was a smaller swelling of about the size
of a walnut, with several smaller rounded or ovoid nodules
springing from its outer surface, of the size of pigeons’
eggs. These smaller ovoid nodules felt like very tense cysts,
the consistence of the major part of the tumour being firm
and elastic. There were three areas, one in front and two
on the outer and posterior aspect, where definite fluctuation
seemed to be present. The tumour extended from the left
clavicle, below and in front, to just above the lobule of the
left ear. Anteriorly it extended to the left sterno-mastoid
muscle, but was moveable over it. Behind and below it
descended over the spine of the left scapula to within one
and a half inches of the inferior angle. Externally it reached
to the outer end of the left clavicle, where it appeared to be
attached. It was quite free as regards that bone elsewhere.
(Actually it proved to be attached to the outer end of the
acromion.) The tumour could not be moved over the deep
structures apart from the scapula. In the skin over the
upper part were several large veins and there was a small
but distinct nasvus over the most prominent part of the
swelling.
The operation was performed on Jan. 23rd, 1903, under

chloroform and then ether. The tumour was readily removed
through an incision made from before backwards over the top
of the swelling. The only place where adhesions of any note
were met with was at the lower border of the acromion process
and the adjacent inferior border of the acromio-clavicular
articulation. Three small glands were excised from above
the tumour. Some redundant skin required removal and a
few vessels of small size were ligatured. The wound was
drained through the lower angle of the wound, elsewhere
being closed. During the operation; though there was

comparatively little hemorrhage, there was considerable
shock and hypodermic injections of strychnine and ether and
a rectal injection of brandy and saline solution were found
necessary. The rectal injection was repeated after the

operation, owing to the patient’s very collapsed condition.
On the day after the operation there was free serous dis-

charge through the drainage-tube, which was shortened.
Two days later the drainage-tube was removed, some effused
blood clot being expressed out from the wound. A week
later all the stitches were removed. The patient left
the hospital a week later, on Feb. 8th, with perfectly
normal temperature. The wound was healed and all the
effused blood had become absorbed ; the skin, however,
remained slightly discoloured.
On Feb. 13th the child was brought to the hospital in

a feeble condition and a gland an inch and an eighth in
length was noticed for the first time in each groin and
another gland about three-quarters of an inch long in the
right axilla. In the left axilla there was no glandular
enlargement evident and the wound remained soundly
healed. The feeble condition of the child and the enlarged
inguinal glands, taken together with a rise of temperature,
reported by the mother to have been persistently above
1010 F. for the previous week, made one suspect the occur-
rence of general invasion with sarcoma. However, by the
28th the child’s general condition was much improved and
the enlarged inguinal glands bad returned to the normal size.
The tumour removed was definitely encapsuled, but the

capsule was very thin and almost absent on the deep aspect.
Cut section showed the tumour to be lobulated, of a white,
somewhat granular surface, showing small areas of baemor-
rhage, especially in places at the periphery. The consistence
was distinctly soft and friable, the appearance generally
being that of a typical sarcoma. Microscopically the growth
proved to be a typical mixed small spindle- and round-celled
sarcoma, the areas of small round-celled growth lying
between the bundles of well-developed but small spindle


